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| JOAN M. WARNER, M.D.

BEFORE THE ARIZONA MEDICAL BOARD

In the Matter of

Holder of License No 27858
For the Practice of Allopathic Medlcme

In the State of Arizona. (Letter of Reprimg

The Arizona Medical Board (“Board”) considered this matter

Board Case No. MD-05-0511A |

FINDINGS OF FACT
CONCLUSIONS l.')F LAW AND ORDER

nd) |

at its public meeting on

August 9, 2006. Joan M. Warner, M.D., (“Réspbndent") appeared bgfore the Board with legal

counsel Robert Milligan for a formal interview pursuant to the author

ty vested in the Board by

A.R.S. § 32-1451(H). The Board voted to issue the following. Findings of Fact, Conclusions of

Law and Order after due consideration of the facts and law applicable t

FINDINGS OF FACT

1. The Board is the duly constituted authonty for the reg
practice of allopathlc medicine in the State of Arizona.

2. . Respondent: is the holder of License No. 27858 for-
medicine in the State of Arlzona .

3. - The Board mltlated case number MD-05-0511A after
suspended Respondent’s privileges based on the care and treatmen
two pregnant patients — a twenty-one year-old female (*HD") ancfi at
(“KC").

4. 'HD presented to the hospital on February 13, 2005

management. HD was given an epidural and there was a bradyc

resolved. Subsequently, late decelerations began again and H

D tﬁis matter.

ulation and control of the
the practice of allopathic
being r‘\oti.ﬁed'a hospital
ﬁeépondent rendered to

wenty-six year-old female

at term with sponianeous

|{ rupture of membranes and wés admitted by another physician whdfoand she had preec]ampsia

|and started her on magnesium sulfate and Pitocin. Respon’deni anﬁived and took over HD's

prdia with lates, but this

espondent was notified
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approximately one hour after they started. Reépondent elected to dg

opérating rooms, there was only one anesthesiologist available. HD

|| Respondent began the delivery at 1810. HD's infant was delivered with

a Cesarean section (“C-

section”) because of the on-going fetal distress. HD signed an informed consent at 1704. During

this time another physician was performing a C-section and, althougt

there were two available

continued to have Pitocin

administered from when the C-section was originally called until she s gne‘d the consent at 1704.

Apgars of 3, 8, and 9 and

é pH of 6.93. The infant had seizures and was transferred to another hpspital where he remained

for seven days. By all indications in the record the infant had no further complicatiqns.

5. KC presénted to the hospital on April 21, 2005 at term with spontaneous rupture of

membranes. KC was started on Pitocin and Respondent, the physician on-call, took over KC's |

management. At 1850 KC was four centimeters and Respondent

ntroduced -an intrauterine

pressure catheter. A scalp electrode was applied approximately one hour later and KC was

complete at 2116. At 2130 an abnormal tracing was noted and by 2225
appreciated. Respondent examined KC at 2251 and noted deep véﬁab_

KC stopped pushing, these resolved. Respondent left the unit at ihis

decreased variability was

es with slow return. When

boint and KC continued to

puéh under nursing instmctioné. During this time several varigbles and repetitive late

decelerations were appreciated. At 0028 Respondent attempted a vag

uum delivery of the infant

with results after three attempts. The infant was then spontaneously defivered with Apgars of 2, 2,

and 2. The umbilical cord wasvnotedto be avulsed and the infant subsequently died.

6. Since these two deliveries  Respondent underwent atiditional training and her

obstetrical privileges were restored. Respondent testified she immediately instituted intrauterine

some mild improvement in the pattern of late decelerations, however

minimal and this was concerning to her. Respondent testified a ;lery

|| resuscitative measures with HD.and then observed her response: Regpondent noted there was

her variability did remain

significant factor with HD

was the magnesium sulfate, which decreases variability. As a reshlt there was some time
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| required to 'asses',s the significance of that. Respondent testified she re

|| anesthesiologist and nurse practitioner.

‘immediately had KC stop pushing and they re'solyed and there was a

{| the tracing.

viewed those findings and

at 1704 made the decision to.proceed with the C-section, and she feels that is a very reasonable

time to evaluate HD, institute the measures, assess her response,

7. ~ Respondent testified that when she made the decision

and then counsel her for

|| delivery. Respondent noted there were two labor and de;livery suites, but only one

to do the C-section on. HD

another physician was taking his patient to the operating room..'Rie,sp bndent noted that knowing

how much time it would take to get HD prepped and on the table,-and

capable of doing a C-section, she felt it was reasonable to allow (he 'q

t

how quickly the team was

ther physician to proceed. -

Respondent testified the other phy.si.cian's.assistant had not shown up and he asked if she was

willing to assist him iﬁ order to expedite the case and she agreed. Respondent noted that when

she finished assisting in the other delivery, HD had not been taken to fthe operating room as she

h'ad'very clearly instructed, so she moved things along and delivered tHe infant.

8. - Respondent testified KC was admitted by another physk;ian and she first assessed

her at 1850 and again at 1948. Respondent testified that at that time

was only four centimeters dilated, and Respondent left the hosf:ital;.

he tracing looked fine, KC

Respondent iestiﬂed she

|| came back to the hospital incidentally to do another delivery and, aftef that‘ delivery, she went to

review KC's tracings at 2251. Respondent te‘stified this was the'filfst time she became aware KC

had reached complete dilation almost ninety minutes earlier and began pushing. Respondent

noted from the minute KC began pushing she had immediate onsét of lvariable decelerations that |

common finding in the second stage of labor, but the duration

|| were very significant — she would ciassify them as severe. Respohdent testified they are a |
was cvoncerning and she

significant improvement in
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112351 KC continued to push involuntarily and there was good vafiabii

‘ Board asked Respondent if HD was admltted to the hospstal at appro‘(

9.  Respondent testified she was reassured by this and left KC's _bedside,' but

remained on the unit and was immediately available. Respondent testified she was paged at

2348 and the nurse casually reported KC still had variable deLelerations with pushing.

Respondent noted she went to KC's bedside, reassessed her :and

found a tracing markedly

|| different than reported to her — it had late decelerations and the baseline was rising. Respondent |

testified she again asked KC to stop pushing so she could do an asgessment and at 2349 and

infant was not acidotic.

10.

ty that would indicate the

Respondent noted there were late decelerations' and it Wae clear something

needed to be done “at that pomt in time and she felt she had two options. The first was a C-

section and the second was to assist with a vaginal delivery. Respo ndent testified KC made it

very clear she was not interested in a C-section and her epidurél was not working well, which

would potentlally further delay that. Respondent testified KC met all

the criteria for a vacuum

deluvery and if the infant was in an occiput postenor posutlon whlch likely contributed to .the '

variables she was having, the infant was easily rotated to an OA ;posmon, which would facilitate

delivery. Respondent testified she placed the vacuum and began at

0028 and there was good

progression with each effort. However, Respondent abandoned t% vacuum after the third

' |
was a very significant factor and she believes KC was not emergent

she reassessed her and felt it was necessary to deliver, she responded.

11. Respondent testified that in 2005 she served in a calf
covered for each other and she would assume care for the patlents a

Respondent testified she is currently in private practlce and has no
j

testified the cord avulsion

at 2251 and at 2349 when

{group of five doctors who

t approximately 5:00 a.m.

icontractual relationship or

arrangement. with any hospital and her office .is about four mlles away from the hospital. The

imately 9:30 p.m., but not
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|| HD. Respondent testified in all likelihood she would have.

and do not always occur with a contraction, but frequently will. Respon

seen 'by her until 8:00 a.m. the following morning. Respondent testi

record in front of her, but that sounded correct because if a patien

fied she did not have the

is admitted at night it is

unusual for the physician on-call to go to the hbspitaL Respondent testTed normally the physician

Who assumes call in the morning éees the patient and admits the patient. The Board noted HD

was preeclampic, had high blood pressures, had protein in her urine,

hnd was placed on Pitocin |-

|| drip magnesium sulfate. via telephone orders. The Board ‘asked is it \vas acceptable obstetrical

care for a prima in active labor to not be seen by an obstetrician for aimost twenty-four hours after

her membranes ruptured or should someone have seen HD to evalyate her much earlier than

|| Respondent actually did. Respondent testified it depends on the écui1y of the patient's situation

and she can honestly say she has never refused to see a patient when it was requested or when -

she felt it was pertinent. Respondent was asked if she was on-call :wou

Id she have gone in to see

12.  The Board hoted much of the review of both pétiénts sepmed to cehter around the

interpretation of fetal heart monitoring, monitoring the patterns add th

e changes in the patterns

regarding uterine contractions. The Board asked Respondent to gxpl?in hbw early deceleration

and late deceleration occur in relationship to uterine contractions and {

significance or non-significance -of decelerations especially if there is

hé fetal heart rate and the

something more ominous’

the ﬁndings show to someone observing fetal heart rate patterns. Respondent testified an early

deceleration occurs with a uterine contraction, will typically begiﬁ when the mother is at six to

seven cehtimeters, and occurs secondary to head compression. Rfesp
mild dip in the hea'rt rate t.racing and essentially mirrors thé contrac;tion
are normal, not ominous, and are preéént bn every tracing. |

13. Respondent testified a variable deceleration is a vér:y at

rate pattern that typically has a very quick return. Respondent te‘s_tiﬁed

pndent testified it is a very

Respondent testified they

rupt drop in the fetal heart
tHey are variable in timing

dent noted they tend to be
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uteroplacental in‘sufﬂciency -~ oxygen deprivation during that contracti

bolus. Respondent noted there was an entire set of maneuvers she cd

|{and, if it resolved, labor would continue. if it was not resolved, she WO
there was a favorable response to the actlons she had taken. Responc
; delrvery,. is required within thirty minutes. Respondent testified |n_a

how long is too long.

assocuated with cord compression and when they occur very eafly in Iabor she institutes

maneuvers to try to take the pressure off the cord - such as reposmonmg a patient or mserting

fluid back into the baby through an intrauterine pressure catheter dr int
to take pressure off. Respondent testified they are very comrnon |n thes
occur commoniy secondary to a vagal response the baby gets frpm-;
the cavity. Respondent noted typically, as an isolated'ﬂnding, they fare

14. .Respondent testified a late deceleration is the mdst om

like an early deceleratlon but starts after the start of the contraction

peak of the contraction and return Iate in timing. Respondent testifl

type of intervention. Respondent noted how she intervenes depends

patient is in, how close the patient is to delivery, and in earty tab;or,

D the uterine cavity in order
second stage of labor and'
pushing and_descending in
hot worrisome.

nous and looks very much |
and-reach nadir after the
Ld they tend to indicate a
bn — and will require some
on what stage of labor the

ntervention would be a C-

section. In late labor, she would attempt to reposition the patient, administer O2, or do a fluid

Board asked how safe it was to wait after taking steps to mtervene in

uld try to resolve the issue
uld need to intervene. The
late decelerations to know

jent testified there were no

absolute gurdellnes with the exceptlon of a particularly ominous pattern where a response, a

i

repetitive late decelerations and the baby appears to respond there is

15. The ‘Board directed Respondent to her medicai recort

nursing entries and the labor and delivery flow sheet reflecting entries

asked Respondent to read the entry and explain its significance. The e

situation where there are

no absolute time limit as to -

ds for HD, specifically the
from 9:24 a.m. The Board

ntry read “one deceleration

for 4 mlnutes to the 60s with return.to 120s for 1 minute deceleration o 60s back to 130s — 140s

)

’
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nurses to institute the measures and once everything was bettef to ¢

|1 as there had been earlier in thé'day, so while there were red ﬂagjs, it

for 2 minutes and then deceleration to 60s for 45 seconds. [Fetal hearf

minutes then deceleration to 80s for one minute with return to baseling . .

rate] returns to 140s for 4

." Respondent testified

she would have to see the tracings to see if she agreed with what wTs written in this note. The

Board asked if the contents of the note caused concern. Resande
occurred in the morning following HD's epidural placementi ar
appropriately by giQing uterine resuscitate measures and the baby Ewas
which is not an uncommon occurrence. Respondent testified thei nur

call to her and she did not have a specific recollection of the event, H

better, to call her and emergently ask her to come in. The, Boar;d cq
instituté . resuscitative measures to treat the abnormality withjout
Respondent givi‘ng orders. |
| 16. '
1502 that reads “[Decelerations] with [onset] late in [relahonshlp to] p
with 50% of contractions in last half hour’ and asked her to explaln the
Réspondent testified it was a significant finding and something sh:ce sh
and she believed the records indicate she was not' ﬁotified and' did
response td a page she received while _assjsting in the other delgiver)
finding was a red flag and noted no resuscitative ‘measures had béen L
The Board noted the red flag occurred at 1502, approximately three H

section at 1810. Respondent testified there were absolutely': no

measures taking place at this time and when she instituted them there

nt testified these readings
d. the nurse responded
fine following this episode,
ses did not document any
ut it'is not unusual for ‘the
all her or, if it did not get
nfirmed the nurses would

notifying Respondent or

The Board directed Respondent to an entry in the recowd made on February 14 at

E significance of .the entry.
ould have been notified of

not see HD until 1558 in

ours.prior to the actual C-
intrauterine resuscitative
was mild improvement just

is not uncommon to have

red flags in labor. Respondent noted it was how she responded to thoLSe red flags, how frequent

eak of contraction present 1.

1. Respondent agreed this .

ndertaken until her arrival. |
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they occur, that determine how acutely she needed to respo'n‘d and hoy aggressively she needed

to respond. Respondent testified she did respond.

‘ ‘17.‘
institute resuscitative measures, they did not institute such measur;e’s a
arrived at 1558. Respondent téstified it was a different nurse taki'ﬁg G
she did not institute the measures aithough Respondent would haye e
noted there was a deﬁnite red flag, no intrauterine measures were.perf
turned off for at least two hours following the entry at 1502 and the C-
for another three hours | |

~18. The Board directed Respondent te the letter submittﬁed g

The Board noted the expert stated with great confidence that the baby

fetal monitoring was discontinued, he felt there was no reason for I;Re.s'p

between the cessation of fetal monitoring at 1749 and the time of d¢g

The Board asked why, if as Respondent testified eajrlier,

the nurses independently -
1502 and waited until she
are of HD at this time and
xpected her to. The Board
brmed, the Pito‘cin was not

section was not carried out
n her behalf by her expert.
was not acidotic when the

ondent to believe the fetus

livery at 1810. The ‘Board

noted this was directly opposite to Respondent’s assessment of what happened because she felt,

while the monitoring was still in place, that there were signs of botH hypoxia and fetal distress and

lieve Respondent’s expert

then the delay of two hours is even more irhportant because whatever happened would then have

happened acutely between 1749 and 1810, a period of approx1mately
two hour delay in delivery was contrlbutory to the poor Apgar. score

Respondent testified a hypoxic infant is one that is having late deceler

more ominous sign and will occur with decreased vanabnhty Responde

twenty minutes. If so the
s at the time of delivery.

ptions, something that can |

|{ be corrected very typically by increasing perfusion. Respondent testiLed an acidotic infant is'a

nt noted that unfortunately

there are a lot of things that cause decreased variability and one very specmc one is magnesium
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was a.persistent problem that continues. The Board noted it would see
operating room to proceed with the C-section immediately and 5e m

| delays that occur that prevent that from happening.

sulfate, which HD wa§ on. Respondent testified she does not know
disagree so much since she was more concerned prior to the C-section

19.  The Board asked Respondent if the baby was or was |
by the fetal heart monitors before they were removed at 1749 or wajls th

and the hypoxemia and acidosis developed over the last twenty mihute

that she and the expert’
then he indicates.

ot acidotic as determined
F baby fine up to that point

s before she delivered the

baby. Respondent testified she did not know if she could ever arjswe r that question and noted

that séeing a very significant amount of fetal heart tracing all she kno

ws is that it has increased

the C-section rate. Réspondent noted a good tracing will guarahtee a good baby, but a bad

tracing does not guarantee a bad baby. Respondent testified it is bot %n absolute science and is

left open to interpretation. ' ' \

20.  The Board noted Respondent testified an impedim;eng

operating room was the hospital 'protocol,_ however Respondent did n

to her getting HD into the |

t provide the Board with. a

written copyﬁof the protocol. The Board asked how the protocol ifnpé led or precluded her from

scheduling her patient for a concomitant C-section at the same:tim¢ the other physician was .

-perforrﬁing a C-section. Respondéﬁf testified her use of “protocol”

as probably incorrect and

what she meant was it was a typical occurrence at the hospital. Respgndent noted there are two

rooms available and when she eiects to do a C-section she notifieé the

to proceed and the charge nurse can either block her or move her forw
patient whose fetus was in distress she would let it be known that sh
happen regérdless of any policy. Respondent testified she could not

21.  The Board noted-the time from when the physician ¢

section to the time when the incision is made is referred to as ‘Edec

charge nurse of her intent
rd. Respondent testified it

that if Respo‘n'dent had a
e needed the staff and an
ore aggréssjve to make it |

agree more, but there are

ecides to perform the C-

sion to incision” time and
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around the hospital is a routine C-section and elther an urgent C-s

|| available within thirty minutes to proceed.

asked Respondent theacceptable decision to incision time according
Obstetrics and Gynecology (‘ACOG"). Respondent testified |t v
Respondent testified there were no universal defmltlons of these tern
section — implying more of an emergency situation. Respondent noted
definitive guidelines and the.re is simply the standard of care that |n an
22.  The Board noted Respondent’s written response wherq
updated of HD's status during the time she was assisting the other§phy
asked what her response would have been if she was contacte
Respondent-testified' she would have gone to the other operating ;roor
to be and started the case. The Board asked if Respondent considg
(where she was assisting) at 1720 mstead of 1810 and beglnnlng
Respondent testified she could hot say exactly what time she left the (s
leave before the other physician’s case was over in anticipation of start
| 23. The Board note HD's baby had Apgars of two, possibly -
and because of seizures, cyanosis, and flaccidity, was transferred to
remained for seven days until he was discharged. The Board asked Re

why a neonate can have seizures. Respondent testified the cause c(

evaluating the baby in the nursery was concerned that it had a seizure

transferred there was no subsequent seizure actwuty - the seizure actle

o the American Society of

aries. The Board asked

: Respondent‘the differen'ce between an "urgent C-section” and Jan “‘emergent C-section.”

hs and the definition used
ection or an emergent C-
ACOG does not have any

emergent situation you be

in she stated she t/vas not
Bician With a C;section and
i in the operating room. -
n ‘where she ekpected HD
bred leaving the: C-section
HD’s C-section at 1720.
perating room, but she did
ng HD's case.

three, developed seizures,
another hospital where he
spondent to state reasons

uld be a hypoxic event in -

and oénce the patient was

ity was never confirmed to

have ever occurred. The Board noted the records reflect the seizufe was observed by both |

qualified nurses and physmuans.

10
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with all that was going on with KC there are only two entries in Res:pon

is her admitting note and one is her delivery note. The Board

The Board directed Respondent to KC'’s records and roted it was surprised that

Hent’s progress note — one

also noted there is no

documentatlon that KC was adamant against a-C-section. Responclent testified she believed

she did not have them in front of her she could not say to what degree

25. The Board aSked Respondent what she was trying to

providing pictures of the umbilical cord and placenta of KC's baby.

|| there were dictated admit notes and'delivery notes that expand on efch of these, but because

bhe dictated the consent.
illustrate for the Board by -

Respondent directed the

Board to the picture on the 'upper rlght-hand corner that shows a l/ae‘ry dilated area, probably

measuring three, three and one-half centimeters in width and further down where her two fingers

are in the photograph it has become very straight and very thin and thdn it alternates againwitha -

|.more bullous -area. Respondent directed the Board to the pictures in

| that emphasize even more where there is an extremely stenotic area

the lower left-hand corner

that appears to be on the -

left-hand side then there is a very bullous area followed bya stenotlc grea and then another area

that is a little moré bullous. Respondent noted the stenotic areas arg areas that appear to be

completely devoid of Wharton's jelly, the protective jelly that surroqus the vessels within the

26. The Board asked Respondent if it was correct that o]

hospital where she performed the delivery and on transfer there wi

cord. Respondent testified these photos illustrate a grossly abnormal Umbilical cord.

N examination at both the

re no external congenital

abnormalities seen and therefore the gross abnormalities of the cord had no significance or

impact on the development of the fetus. Respondent testlﬁed she bel

only to the point that they had great drffrculty passing umblllcal artery

eved that was correct, but

catheters in the baby and

that may have been a factor of the abnormal cord Respondent testllTed it was a most unusual

srtuatron and she had never seen one like it before. Respondent also

undergo stress typically until they are undergomg the process of lab

11

noted the infant does not

br and when the uterus is
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contractlng putting pressure on the cord at the time of delivery so |t W(
mfant in a normal intrauterine envuronment to grow to a normal srze ar
the cord until dehvery Respondent testified her point was that you W(

decelerations in the second stage of labor all the time and that is:som

‘ undergo intrapartum at twenty-eight weeks.

27.  The Board asked Respondent the signiﬁcénce of there

the cord to obtain érterial blood gasses. Respondent testified when

|{ cord” it means the cord had avulsed and there was only a very smell a

the baby. Respondent noted when she gets cord gasses on a baby ]

buld not be unusual for this
d then not have impact on
uld see repetitive variable

ething an infant would not

being insufficient blood in
you say “insufficient in the -
fea available at the level of .

typically clamps the cord

in two locations and then gets a sample of that without any exq:osure to air whatsoever. °

Respondent noted in this case it was totally impossible because the cqrd had avulsed so close to ’

the.umbilicus she was not able to get it and basically the infant was u

|| of time"because of this. The Board asked if a person could cause avul

the fetus from occiput postenor to occiput anterior, especially in a co

nclamped for.some portion

kion of the cord by rotating

cord tW|st|ng and abnormal deceleratlons due to cord compression. Respondent testified it was.

possible and she considered it, but there is no way as a physician you
an abnormal cord prior to delivery and, if in a normal situation, |f the
cord, the baby would not rotate, but this baby rotated very easily. !

28. The Board asked Respondent what the autopsy

Respondent testified she had not rewewed itin great detail and d|d not

would even know you had

re was a problem with the .

of KC’'s baby revealed.

believe she had ever seen

a copy of it, but a report from the hospital.indicated the baby’s deeth lvas caused by multi-organ.

failure. The Board asked Respondent how she would respond if she
same set of circumstances, the same fetal monitoring patternst the)

operatmg team, the same protocols, and consrderlng both HDs and

| testified in the case of HD she believed she responded appropnately a

12

were faced today with the
same delivery room and
KC's cases. Respondent

Pd if she had known about

rd with absence of normal- . -
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saying she would do nothing differenﬂy with HD. Respondent testified

|| Respondent testified she definitely would be more aggressive and

‘where lnappropnate and medically she thlnks she did the correct thrng

| sooner she could get HD in. The Board asked Respondent why she

the delays in the case she was assisting in and her own case she

expected that things would have clicked along very rapidly. The Boarg

would have been more

‘aggressive about getting HD into the operating room, but it is nof unreasonable for her to have

asked if Respondent was

she thought time was the

critical issue in HD and she interpreted the tracing properly and infervened properly, but the

question becomes how quick did she do it and the vast majority of that was beyond her control.

she has been more verbal

about her concerns and her documentation is much more complete tﬂat it ever has been before.

what to do, but when faced with roadblocks she needs to be more

testified with KC, knowing in retrospect the problems with the corq ang

] Respondent_ testlﬁed she was capable of reading a tracmg and o’f kni pbwing how to respond and

aggressive. Respondent

what ultimately happened

with th-e baby she would have donexa C-section, but she does not belﬂeve her actions at the time .

29. The Board noted its concern that with HD Respondent

at the time.

did not bump the C-section

before her and do whatever she had to do to get-HD into the operatlhg room. The Board noted

Respondent is the advocate for the patient and was concerned Respohdent did not disregard the

protocol and deal with the patient in distress. Respondenf asked the Bpard to recall that the other

patient was already being taken to the operating room and it. woyld have necessitated her

operating room being opened, HD taken back and being prepped for surgery; and while it seems

that it should happen very fast, it does not always Respondent testlf i€ d she knew the flow at the

hospital and knew that the quicker she helped the doctor domg_ thj

C-section before' her the |

id not “bump” the other C-

section at the beginning and tell the other doctor she a patient in distr ess: Respondent testified it

is something she has done in the past and HD's case cou!d have v;;lork ed better.

f
i

'
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|it is |mportant that you do somethlng about it and that depends on

| Pitocin, and basically was not.a routine labor and delivery patier

30.  The Board asked in KC's case where there was fetal

Histress is that a sign that

she should proceed to C-section or is it a sign that she continue to attempt to deliver vaginally.

Respondent testified the question was whether you had a tracing that i$ non-reassuring and, if so,

patlent is and how severe the situation is.

31.

how close to delivery the

The Board confirmed that HD had hypertension, was on magnesium sulfate and

t. The Board asked how

frequently Respondent checked her normal patients by phone or in person when she knows the

patient is in labor. Respondent testified typically if it is during the day she will check on the patient

Respondent noted she will call staff if she has not heard from them in

ally once in the evening.

while or particularly if they

indicated there-was a concern..The Board asked in less then a normal case, but not'a severe

case, how frequently does she monitor the patient. Respondent te:itiﬂed it varies significantly |-

l

t

'regarding the situation. The Board asked how many phone calls she ‘made and how many times

she showed up to see HD who was on magnesmm sulfate and Pitpcin and had fairly severe

hypertensaon Respondent testified she would have to go back througl'
she saw her in the morning and again around noon, and then agam at:

32.

fetal strips was indicated for a number of hours after she saw

the record, but she knows

1748 and again at 20.

The Board asked if Respondent felt the continqedfPitocin despite non-reassuring

the non-reassuring strip.

Respondent testified she »stopped the Pitocin at 1704, one hour_E after she began resuscitative

measures and the Pitocin was at a very low level and HD had an ifntraut_erine pressure catheter in

place that was acourately measuring the strength of the uterine activity'

l

which was minimal at that

time. Respondent testlf ed the standard is to dlscontmue the Pltocm and what is unique to HD is

that she had decreased vanablhty along with late deceleratlons and this occurred after the

{ epidural was placed and there was a significant drop in her p.resﬁsuré,

l.
1
1
t
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| Respondent noted that prior to her arrival this is was happening with

intréuterin_e resuscitative measures. Respondent noted the infant

{ caused by magnesium sulfate or it was an acidotic situation and she

KC's baby died.

question then became is it something that is going to resolve as HD’s
performed intrauterine resuscitative measures. Respondent also
contraction stress test — that she uses to assess the infant and in order,

be repetitive decelerations occurring in greater than fifty perce

pressure resolves and she
oted there is a CST -
to “fail” the test there musf
it -of those contractions.
HD, but they_resolvéd with

was not contracting very

frequently and there was a baseline with decreased .variability, l_Sut %he did not know if it was

get her answer and by having Pitocin on by that period of time she be
apparent that the lates resolved. Respondent then stated it did not
was when she lost her comfort Ievel C f

16..: -The 'standard of care requires an- obstetrician. to feco

tracings indicating fetal distress and deliver the fetus-in atimely mannef.

17..  Respondent.deviated from the standard of care becaust

heeded to do something to
Iieves the answer became
become apparent and that

jnize abnormal fetai heart

e she did not recognize the

abnormal fetal heart tracings indicated fetal distress and.did not:del+er the fetuses in a timely |

manner.

18. HD’s baby had low Apgar scores; seizures, and ? o

!

19. The Board noted as a mitigating factor that Responden

olonged hospital stay and

'had taken proactive steps

to enhance her interpretation of fetal heart tracings. The Board also npted Respondent's hospital

privileges had been restored. : '

CONCLUSIONS OF LAW |

’

1. The Arizona Medical Board possesses jurisdiction §oveT the subject matter hereof

and over Respondent. ' ' ,

15 !
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|| described above and said findings constitute unprofessional coriduc

|| Service of this order is effective five (5) days after date of mallmg A.

|1 days after it is mailed to Respondent.

|
'
I
'
'
i

2. The Board has received substantial evidence suppor|

'
[}

Board to take disciplinary action.

3. The conduct and circumstances described abo;/e {

ting the Findings of Fact

or other grounds for the

tonstitutes unprofessional

conduct pursuant to AR.S. § 32-1401(27)(q) (“[aJny conduct of p'r?ctice that is or might be

harmful or dangerous to the health of the patient or the public”) end
that the board determines is gross negligence, repeated neglige:nce
harm to or the death of a patient.”

ORDER 5

Based upon the foregoing Findings of Fact and Conclu’sione of
IT IS HEREBY ORDERED: i
Respondent is issued a Letter of Reprimand for failure to r

failure to promptly deliver two fetuses resulting in harm to one fetué an(

32-1401(27)(l) (“{clonduct |

or negligence resulting in |
Law,
pcognize fetal distress and|-

| fetal death of the other.

VIEW

T RIGHT TO PETITION FOR REHEARING ORY"RE-‘

+ - . Respondent is hereby notified that she has the right to .pet:it'ion

for a-rehearing or review.

The petition for rehearing or review must be filed with the Board’s;Exescutive Director within thirty

(30) days after service of this Order. AR.S. § 41-1092.09(B). Theipeti

must set forth legally sufficient reasons for granting a rehearingf or

ion for rehearing or review
review. AA.C. R4-16-102.
R.S. § 41-1092.09(C). Ifa

petmon for rehearing or review is not filed, the Board's Order becom%s effective thirty-five (35)

Respondent is further notified that the fmng of a motion for rehe

to preserve any rights of appeal to the Supenor Court.

16 o
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i Arizona Medical Board

!

DATED this __\2™ dayof _ (rdoloer™ 2006.]

THE ARIZONA MEDICAL BOARD

Bym

TIMOTHY C. MILLER, J.D.
Executive Director

ORIGINAL of the foregoing filed this
\Z™ day of (rAolpev; 2006 with:

9545 East Doubletree Ranch Road
Scottsdale, Arizona 85258

Executed copy of the foregoing
mailed by U.S. Mail this
\Z™ day of _Octo\pev | 20086, to:

Robert Milligan )
Gallagher & Kennedy f
2575 East Camelback Road :
Phoenix, Arizona 85016-4240 f

Joan M. Warner, M.D. .
Address of Record
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